Introduction
Providing optimal treatment and care to HIVinfected persons has important advantages. Early initiation of highly active antiretroviral therapy (HAART) is associated with lower morbidity and mortality, 1, 2 even when the viral load is not fully suppressed. 3 Patients who began therapy early in their infection at higher CD4 counts have lower rates of death compared with those with the same CD4 count who defer HAART. 4 Even in drug abusers, a difficult-to-treat population, those who started HAART at CD4 counts >350 cells/mm 3 had lower mortality rates. 5 Initiating HAART at higher CD4 counts reduces risks for HIV-related conditions such as peripheral neuropathy, anemia, and renal insufficiency, 1 non-Hodgkin's lymphoma, and AIDS-related neurologic conditions. 6 Patients who periodically interrupt HAART have an increased risk of death from any cause, as well as a higher risk for infectious, cardiovascular, renal, and hepatic diseases as opposed to staying on continuous therapy. 7 There are public health reasons for providing early care. Early initiators of care may receive education on how to prevent transmitting the virus and prophylactic treatment for opportunistic infections and for comorbid conditions such as drug addiction, alcoholism, and psychiatric disorders that increase the risk of transmitting HIV. Individuals who know that they are HIV positive are less likely to engage in unprotected sex. 8 Also, someone with a high viral load is far more likely to transmit HIV to a sexual partner. most, HIV-infected persons are late in receiving treatment for HIV. This has been found in developed countries 3, 10 and in developing countries. [11] [12] [13] [14] [15] Many persons who are late in seeking care are unaware of or deny their risk factors and avoid being tested for HIV. 16 These persons may seek care only when they are symptomatic. There are also a number of individuals who know that they are positive but choose to not receive care. Keruly and Moore showed that the time between learning that one is positive and deciding to seek care was a median of 196 days and as long as 1295 days. 17 In another study, some persons took as long as 7 years after testing positive to consider themselves ready to begin treatment. 18 Late entrants to care have been the subject of a number of studies. A French study showed that 42% of the group entered care only because they had an AIDS-defining event. Late entrants were more likely to be older, to be migrants, to have children, and to be in a steady relationship. 11 A US study showed that men who had sex with men averaged <90 days between learning that one was HIV positive, while injection drug users took an average of greater than 2 years. 17 Late entry to care was also associated with lacking health insurance and being male in another US study. 10 Researchers in Thailand reported that late HIV diagnosis at entry to care was independently associated with age more than 30 years, being male, and being unemployed. 19 These studies and others like them have been necessarily restricted to data obtained at entry to care.
Little is known about those who know that they are HIV positive but have not entered care. These persons are sometimes referred to as ''nondisclosed persons,'' indicating that they have neither disclosed their HIV status to official public agencies nor have they entered care systems where their HIV-positive status would become known to public agencies. These persons will be referred to as nondisclosed persons with HIV/AIDS (N-PWHAs) in this article.
Purpose
The purpose of this pilot study was to identify N-PWHAs in Thailand and elicit their reasons for not seeking care and the social, psychological, and physical needs that might have interfered with their seeking care. Specific objectives were to (1) demonstrate a way to access these persons through nongovernmental organizations (NGOs), and (2) describe their characteristics, HIV status, reasons for nondisclosure, and problems and needs related to their self-care.
Methods
The study was approved by the Chiang Mai University Review Board. Informed consent was obtained from study participants to tape-record them during the interviews. To assure anonymity, participants were identified by a number on the written material and the audiotapes. Participation was completely voluntary and participants could withdraw at any time. This article reports the findings on the participants at the time of their being first recruited into the study during May-August 2008.
Setting and Sample
This study was conducted at 2 NGOs in Chang Mai, Thailand. One NGO is a religious organization that provides nonmedical services to persons with HIV/ AIDS including N-PWHAs. The other NGO is a community-based organization providing nonmedical services to drug users. Both organizations provide support groups, financial assistance, meals, and medical referrals to the populations they serve. Many of those who receive services from these groups are nondisclosed in the sense that they know that they are HIV positive but have not accessed medical care and antiretroviral therapy (ART) through the government-provided health care system. These 2 diverse settings were selected to maximize the variability in characteristics of N-PWHAs.
Inclusion criteria were male and female adults aged 18 years and older, living in Chang Mai province, who attend 1 of the NGOs but who did not participate in any support group in the NGO. They have been diagnosed as HIV positive and were not receiving HIV treatment or support from government hospitals or social services even though HIV care including HAART is provided free of charge to Thai citizens.
Data Collection
Data were collected through interviews with the N-PWHAs by a nurse who had volunteered to provide nonhealth-related services at both of the study settings prior to the study's initiation. She asked N-PWHAs at the NGOs, many of whom she knew, to participate. These participants referred others to the investigator. The length of interviews ranged from 30 minutes to 2 hours. All interviews were audio-recorded, and transcribed verbatim.
A structured interview guide was used to assess the demographic characteristics (age, gender, race, religion, education, marital status, number of children, occupation, income, insurance coverage, and support system) of the respondents and their HIV status. Open-ended interviewing was used to assess the N-PWHAs' reasons for not disclosing their HIV status to the government health care system and problems the respondents experience in caring for themselves (self-care). The descriptive findings from this pilot study are reported as frequencies.
Findings
Using the NGOs to access these patients was a feasible approach to obtaining the desired information. These organizations provided nonmedical services to the patients, including a feeding program. Because of the social services, the N-PWHA were regular attendees at the organization and had developed a trust relationship with the staff and volunteers, including the researcher. This trust relationship allowed the researcher access to the clients.
A total of 22 persons entered the study. These N-PWHAs were young (mean age was 30 years) and 68.2% male. All but 3 persons were Thai citizens and 19 practiced Buddhism. Half of the N-PWHAs had very low or no education and nearly half were unemployed. A majority were married with 1 or 2 children. The average monthly income was 4068 Baht (US$123.00); the median was 3000 Baht (US$91.00). More than 90% had some type of health insurance and would be eligible for care in the government system if they were willing to disclose their HIV status. Two study participants were migrants from other countries and, thus, not eligible for services from the Thai government (see Table 1 ).
The participants' HIV status is noted in Table 2 . More than 80% have known their HIV status for over 1 year and 30% have known it for over 5 years. Many of these individuals have accessed the private care system at various times in their infection for HIV care as can be seen from the fact that 64% have known their CD4 counts at some time, although half of them have not had it measured during the past year. Sixty percent report that they were infected through sexual transmission while the others believed it was through injecting drugs. Thirty-six percent have experienced an opportunistic infection and 18% have taken ART that they have purchased for themselves through the private system (3 because of opportunistic infections and 1 during pregnancy) so as to avoid the disclosure that would be required if they accessed the government health system. The majority of the participants explained their not seeking care by saying that they were still healthy (81%) and will seek care when a serious problem occurs (68%). Seventeen (77%) were concerned with the stigma associated with disclosing their status. Nearly one third of the participants stated that they were dissatisfied with the government hospital as a reason for not seeking care. Six respondents reported not valuing life or health while 5 persons thought they were ineligible for the government health system. The reasons varied as to whether the participant was a drug user or not, although the sample size is too small to test the differences (see Table 3 ). Table 4 summarizes the needs and problems expressed by the participants as interfering with their self-care. These are grouped into 4 categories: behavioral, socioeconomic, family situation, and health/HIV status problems. All participants were experiencing problems in 1 or more of the categories.
As many as 86% of these participants continued to live in poor socioeconomic environments and practice behaviors that have a negative impact on their lives and the lives of those around them. Almost 75% had stress in their family and almost 70% stated they had physical and health problems related to their HIV status.
Discussion
This study shows that, while nondisclosed individuals may not be involved with the formal medical care system, they may be using the nonmedical services of NGOs, and these institutions provide an access point for reaching this population. The characteristics of these N-PWHAs can be compared with the PWHAs who have been studied in Thailand at entry into care. There are some similarities and differences. In this study, the median age of 30 years and the distribution of the population by marital status are similar to that of HIV-positive persons entering care in 7 public hospitals in Southern Thailand. Differences are observed in gender (68% male vs. 51% male in Southern Thailand); employment status (45% unemployed vs. 26% in Southern Thailand); and in income (82% earning <5000 Baht/month vs. 42% in the Southern Thailand study). 19 The participants in this study (median age of 30 years) were younger than a group testing positive for the first time at a university hospital in Bangkok (median age 35.5 years). 20 The participants in this study reported a much longer time since HIV diagnosis (more than 80% have known their HIV status for over 1 year and 30% have known it for over 5 years) than reported by studies of patients who were studied at entry to care (usually 50% seek care in less than 6 months after diagnosis). 18, 19 Therefore, finding this population through NGOs may result in accessing them at a critical point when ART may be most effective. In addition, this approach of using NGOs could be easily implemented in other locales.
The kinds of problems that were uncovered by this study illustrate the complexity of the issues surrounding those who know that they are HIV positive but do not seek care. The N-PWHAs in this study had significant social and economic problems that would interfere with their ability to access and to remain in care. Many of them were quite poor, homeless, in poor partnership/family circumstances, and had poor health. The social stigma against HIV-infected persons is another barrier and must be dealt with through public education and leadership. Given that 41% of the interviewees were IDUs, treatment of this concurrent condition may be necessary if the full benefits of HIV care are to be realized. This is particularly illustrated by the fact that nearly half of the IDUs said that one of their reasons for not seeking care included their lack of concern for the value of their lives and health. Although this pilot study of 22 persons cannot be generalized to the HIV population of Thailand that is not in care, it does point out some gaps in our understanding of who does not seek care and provides directions for future research. One area of research is to examine the use of NGOs to reach N-PWHAs in other locations in Thailand and to identify difficulties experienced by patients in other locales. It was surprising that the 22 persons in this study were very poor (85% had incomes below 5000 baht per month-average per capita income in Thailand is >7000 baht per month) yet did not seek free medical care. The reasons for failing to seek care seem to reflect concerns about confidentiality and stigma. Another research area is to examine whether there are individuals with significant financial resources who do not seek care or choose to use the private sector for care rather than run the risk of disclosure through the public system. One could study those accessing the private system to better understand their reasons and needs. Another follow-up study might investigate whether there is a high-resource population not receiving any type of care and whether they can be reached through organizations other than the NGOS serving low-resource populations.
Although N-PWHAs, because of their desire to remain anonymous, are difficult to identify, the approach employed in this study was successful in reaching some of them. The nurse/investigator found that this population does access the community-based NGOs that provide for their immediate needs. The researcher also learned that the N-PWHAs desired to communicate with her and were very open to suggestions that might help them. Such agencies might be the ideal forum for health care workers to reach PWHAs to provide prevention education, counseling for change, and referral for ART. This has implications for medical care systems in many countries working to bring HIV-infected patients into early treatment to improve patient outcomes. 
